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Abstract
This study examined demographic and psychosocial correlates of elevated 
depressive symptoms among African-Americans and Whites from comparable 
socioeconomic and neighborhood backgrounds.  851 African-Americans and 597 
Whites from adjacent census tracts were interviewed using previously validated 
indicators of depressive symptoms, social support, religious practices and vari-
ous demographic characteristics. More Whites than African-Americans reported 
elevated depressive symptoms and the groups also differed on several demo-
graphic variables and psychosocial variables.   Employment, marital status and 
age were salient demographic covariates for African Americans, while income 
was for Whites. For both groups, social support and church attendance were 
inversely associated with depressive symptoms. Prayer was positively associated 
with depressive symptoms. Future research should explore within racial/ethnic 
group variations in depressive symptoms. Insights also are needed into possible 
changes over time in the relationship between religious variables and depres-
sive symptoms, and how social support limits depressive symptoms in diverse 
populations.  
Key words: depressive symptoms, racial differences, community sample, demo-
graphic and psychosocial correlates
Introduction
Comparative research on African-American and White mental health out-
comes, including depressive symptoms, has produced mixed results (Wilson 
& Williams, 2001).  Some studies have found no racial/ethnic differences in 
mental health outcomes. Other research indicates African-Americans have 
a greater prevalence of mental disorders than Whites, while some studies 
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report mental disorders to be more prevalent among Whites (DHHS, 2001; 
Kessler, et al, 2003; Plant & Sachs-Ericsson, 2004; Riolo et al, 2005; Zhang & 
Snowden, 1999). Within this and other health disparities literature, racial/eth-
nic group membership is often confounded with socioeconomic status, cul-
ture and related contextual factors (Griffith, Moy, Reischl & Dayton, 2006).  The 
present paper seeks to address this limitation by examining demographic and 
psychosocial covariates of elevated depressive symptoms in a community 
sample of urban-dwelling African-American and White adults who are similar 
in terms of neighborhood and socioeconomic characteristics. 
Sociodemographic factors
 African-Americans tend to experience greater poverty, a key risk factor 
for depression and anxiety (Riolo et al, 2005). Thus findings of no racial/ethnic 
difference or greater depression among Whites seem counterintuitive.  More 
systematic research on this apparent paradox is needed. One possibility is 
that common indicators of socioeconomic status like employment status and 
income are differentially related to mental health outcomes for African-Ameri-
cans and Whites.  Unemployment has deleterious effects on psychological 
well-being (Kessler, et al., 2003; Prause & Dooley, 2001), but may be particu-
larly relevant to the mental health outcomes of African-Americans given their 
persistent social disenfranchisement (Jackson & Stewart, 2003).  In addition, a 
recent study found low income status to be associated with elevated depres-
sive symptoms for Whites, but not for African-Americans or Mexican Ameri-
cans (Riolo et al, 2005).  
   Other potentially relevant demographic factors for explaining variations 
in depressive symptoms within and between racial/ethnic groups include be-
ing a female (Andrade, et al, 2001; Kessler, et al, 2003), having lower levels of 
education (Miech & Shanahan, 2000), having never married or being divorced 
(Kessler, et al, 2003) and increased age (Miller, et al, 2004). This study exam-
ined the associations of these various demographic factors with depressive 
symptoms among African-Americans and Whites from comparable back-
grounds.     
  Psychosocial  factors
 The psychosocial factors of religiousness and social support are con-
strued as cultural resources for the African-American population and thus 
might help explain racial/ethnic patterns in depressive symptoms (DHHS, 
2001; Neighbors, Jackson, Bowman & Gurin, 1983).  Greater social support ap-
pears to be a salient covariate of lower depressive symptoms among African-
Americans (Ennis, Hobfoll, & Schroder, 2000; Miller et al, 2004; Plant & Sachs-
Ericsson, 2004). However, church attendance and prayer, two key indicators of 
religiousness, appear to be differentially associated with depressive symp-
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toms, at least among African-Americans. For example, church attendance was 
inversely related to psychological distress, while more frequent prayer was 
associated with greater psychological distress (Ellison, et al, 2001). This study 
examined ways in which prayer, church attendance and social support are 
associated with depressive symptoms among African-Americans and Whites 
from comparable neighborhoods.       
 The present study used a sample of African-American and White adults 
drawn from two adjacent census tracts to examine demographic and selected 
psychosocial correlates of elevated depressive symptoms. Accessing com-
parable samples of African-Americans and Whites provided a unique oppor-
tunity to discern the influences of these correlates, while holding constant 
community and other related factors. 
 Two primary research questions guide this study. These are: 
1) Are there racial/ethnic differences in elevated depressive symptoms 
in socially and economically comparable samples of African-Americans and 
Whites?
2) Do associations of demographic and psychosocial factors with el-
evated depressive symptoms vary by race/ethnicity? 
It was hypothesized that unemployment is associated with elevated 
depressive symptoms among African Americans, while low income status is 
associated with depressive symptoms among Whites. Further, it was assumed 
that frequent prayer is associated with elevated depressive symptoms, but 
that more frequent church attendance will be associated with lower levels of 
depressive symptoms for both African-Americans and Whites. 
Methods
The data are from the Community Health Urban Project (CHUP), a com-
munity-based  study designed to examine health behaviors and related 
attitudes, beliefs and values, health service and prescription drug utilization, 
mental health problems, including alcohol use and depression, medical his-
tory, and quality of personal and community life among African-American  
and Whites from comparable demographic backgrounds.   
Sample. Census tract data were used to identify a middle and low-income 
community with African-American and White residents of similar socioeco-
nomic status and neighborhood characteristics. Forty two percent (1498) of 
the 3555 adults, 18 years and older, estimated to be living in the target area 
were recruited into the study. The respondents who self-identified as either 
African-American (n=851) or White (n=597) were included in this investiga-
tion. 
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Interviewer recruitment and training. Interviewers were recruited from 
three local universities and trained on the purpose of the study, team build-
ing and interviewing skills, research methods and ethics, taking blood pres-
sure, and signs of depression. 
Participant recruitment and data collection procedure. Introductory let-
ters describing the purpose and start date of the study were mailed to each 
address in the target census tracts.  Door to door recruitment screenings of 
the entire population were then conducted.  Participant recruitment also 
occurred at a community health fair put on each month during the three-
month data collection period.  Residents who gave written consent were 
interviewed.  Interviews were conducted at the initial contact, if possible. 
Otherwise, appointments were set up to conduct the interview at a later time. 
Interviews took roughly 45 minutes and were conducted at the respondent’s 
home or at the health fair. Each participant was given a list of available health 
resources, a thank-you card, and $20 at the conclusion of the interview ses-
sion.
Measures. The interview used a structured questionnaire with previously 
validated questions to assess demographic characteristics and targeted physi-
cal and mental health behaviors and related attitudes, beliefs and values. The 
following measurements were used for the present study. 
Depressive symptoms.  An adapted version of the Patient Health Ques-
tionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001) asked participants to 
indicate, on a four-point scale, how often, they experienced any of nine symp-
toms of depression over the past two weeks. Response options ranged from 
0 (not at all) to 3 (nearly every day).  The suicide ideation item was excluded 
from this study for ethical reasons. Cronbach’s alpha coefficients were 0.86, 
0.84 and 0.86 for the total sample, African-American and White sub-samples, 
respectively, indicating good reliability.  A dichotomous variable was created 
to reflect no depression and major depression (elevated depressive symp-
toms). Elevated depressive symptoms reflected at least five symptoms were 
experienced more than half the days in the past two weeks and one of the 
symptoms consisted of dysphoria or anhedonia (Kroenke, et al, 2001). 
Perceived social support. An eight-item adaptation of the Duke-UNC Func-
tional Social Support Questionnaire (FSSQ; Broadhead, Gehlbach, De Gruy, 
and Kaplan, 1988)  was used to measure perceived confidant, affective and 
instrumental support dimensions. Items were responded to on a five-point 
scale, ranging from 1 (much less than you would like) to 5 (as much as you 
would like). A Cronbach alpha of 0.89 was obtained for the total sample in this 
study.  Alpha coefficients of 0.84 and 0.78 were generated for African-Ameri-
cans and Whites, respectively. Scale scores were dichotomized to reflect low 
(0) and high (1) social support.         
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Prayer was assessed using participants’ responses indicating how fre-
quently they prayed privately. The eight response options ranged from 1 
(never) to 8 (more than once a day). Two response options were created for 
data analytic purposes: 0 (never/infrequent) and 1 (frequent/very frequent) 
prayer.  Church attendance was assessed using six response options ranging 
from 1 (never) to 6 (more than once a day). These responses were collapsed 
into two categories: 0 (infrequent) and 1 (frequent) church attendance.  
A variety of demographic data were gathered. Employment status was 
assessed using eight response options: working full time, working part time, 
retired, attending school, maintaining a home, unemployed and disabled. 
Responses were reduced to three categories for the present investigation: 1 
(unemployed); 2 (out of the workforce - retired, in school, homemaker or dis-
abled) and; 3 (full/part-time employed). Annual household income was deter-
mined by asking respondents to check one of eight income ranges: less than 
$5,000, $5,000-$9,999, $10,000-$14,999, $15,000-$24,999, $25,000-$34,999, 
$35,000-$49,999, $50,000-$59,999, $60,000 or more. These were collapsed 
into three income categories:  1 (less than $15,000), 2 ($15,000-$34,000), 3 
($35,000 and above). Educational attainment was assessed by asking respon-
dents to indicate the highest grade or year in school they had completed. 
Responses options ranged from 0 to 17 years with labels corresponding to 
grade 12 (high school graduate), 13-16 (college) and 17 (graduate school). 
Four categories were created for this investigation: 1 (less than high school), 
2 (high school graduate), 3 (college), and 4 (graduate school).   Marital status 
was assessed by responses to six options: married, living as married, wid-
owed, divorced, separated, and never married. These responses were reduced 
to three categories for the present analysis: 1 (never married); 2 (widowed, 
divorced or separated); and 3 (married/living as married). Age was calculated 
from participant’s reported date of birth.  Four categories were constructed: 1 
(18-29 years); 2 (30-44 years); 3 (45-59 years); and 4 (60 years and above).    
Data preparation and analyses. Hot-deck imputation was used to replace 
the suicide ideation item of the PHQ-9  (Mander & Clayton, 1999). Preliminary 
analyses were conducted to examine possible racial/ethnic group differences 
on the various demographic and psychosocial variables. General Estimat-
ing Equation models (GEE) were generated to accommodate clustering of 
respondents within households when estimating unadjusted and adjusted 
associations between demographic or psychosocial variables with elevated 
depressive symptoms. Separate analyses were performed for the total sample, 
African Americans, and Whites. Models with and without imputed data led to 
similar inferences.    
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Results
As Table 1 shows, there were differences between African-Americans and 
Whites. Roughly 11% of the sample had elevated depressive symptoms, but 
depressive symptoms were less frequent among African-Americans ( 9%) 
compared to Whites (14%)  (χ2 (1) = 9.23, p<.001).  Almost half of the sample 
had not completed high school, and only 34% were high-school graduates. In 
this sample, there were more African-Americans than Whites who were high 
school or college graduates (χ2 (3) = 39.75, p <001).   Better than 50% of the 
sample was out of the workforce, with more than one quarter being unem-
ployed.  African-Americans were more likely to be employed full time and 
unemployed than their White counterparts (χ2  (2 ) = 35.07, p=001). Overall, in 
excess of 75% of the sample earned $35,000 or less. Racial/ethnic groups did 
not differ in terms of income.  More than half of participants had never been 
married, with around 20% being married or living as married, and almost 30% 
were  previously, but not currently  married (widowed, divorced or separated). 
Significantly more African-Americans than Whites had never been married (χ2 
(2) = 80.36, p=001). Most of the participants were 44 years of age or younger 
(40 years of age on average). Whites tended to be slightly older than African-
Americans (χ2 (3 ) = 43.12, p=001). Roughly 46% of African-American and 43% 
of White respondents were male.  Among the psychosocial variables, more 
African-Americans reported more frequent prayer (χ2 (1) = 40.54, p = 0.001), 
and church attendance (χ2 (1) = 71.19, p<.001) than did Whites. In addition, 
African-Americans were more likely than Whites to report a high degree of 
social support (χ2 (1) = 16.89, p = 0.001).  
Table 2 displays the number of respondents, the percent reporting elevat-
ed depressive symptoms, unadjusted (uOR) and adjusted odds ratios (aOR), 
and associated confidence intervals (95% CI) for each variable for the total 
sample.  Two models were fit. Model 1 featured only demographic variables, 
while Model 2 added psychosocial variables to Model 1. 
There was some evidence of confounding by demographic and psychoso-
cial variables in the association of race/ethnicity with depression. The adjust-
ed odds ratios indicated that, after controlling for the various demographic 
and psychosocial variables, the association between race and elevated de-
pressive symptoms was of smaller magnitude.  The odds of elevated depres-
sive symptoms were lower for those who were employed compared to those 
who were unemployed (aOR=0.4; 95% CI: 0.2, 0.7). Compared to those in the 
lowest income group, the odds of elevated depressive symptoms were lower 
among those with an income of 35k or more (aOR=0.5; 95% CI: 0.2, 0.7). In ad-
dition, the odds of depression were twice as high among respondents 45-59 
years of age compared to those 18-29 years of age (aOR=2.6; 95% CI: 1.3, 4.9). 
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Table 1.  Descriptive data on demographic and psychosocial variables of 
participants in the CHUP project (n=1448)





154 11% 73 9% 81 14%  <.001 
Education < .001
   < High school 686 47% 355 42% 331 55%
   High school  477 33% 323 38% 154 26%
   College 228 16% 148 17% 80 13%
   Graduate school 55 4% 23 3% 32 5%
Employment <.001
   Unemployed 384 27% 234 28% 150 25%
   Out of workforce 408 29% 191 23% 218 37%
   Full/part time   634 44% 412 49% 222 38%
Income ns
   <15K 599 48% 359 49% 240 46%
   15-34.9K 372 30% 214 29% 158 30%
   >35K 286 23% 162 22% 124 24%
Marital status <.001
   Never married 745 52% 522 62% 223 38%
    Divorced/separate/
Widowed
422 29% 201 24% 221 37%
   Married/living as 270 19% 123 15% 147 25%
Age <.001
  18-29 380 26% 250 29% 130 22%
  30-44 530 37% 328 39% 202 34%
  45-59 389 27% 219 26% 170 29%
  > 60 146 10% 52 6% 94 16%
% male                                       
                 
646 45% 388 46% 258 43% <.001
Prayer <.001
   Infrequent 296 20% 126 14% 170 29%
   Frequent 1,146 79% 722 85% 424 71%
Church attendance <.001
   Infrequent 756 53% 367 43% 389 66%
   Frequent 678 47% 478 57% 200 34%
Social support <.001
   Low 688 48% 366 43% 322 54%
  High 751 52% 479 57% 272 46%
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However, Model 2 revealed that an additional reduction in racial/ethnic 
differences occurred when the psychosocial variables were included. The 
odds of depressive symptoms were higher among respondents reporting 
frequent prayer when compared to those who prayed infrequently (aOR=1.7; 
95% CI: 1.0, 2.9). On the other hand, those who attended church more 
frequently had lower odds of reporting depressive symptoms than those 
who attended church infrequently (aOR=0.7; 95% CI: 0.4, 1.0).   Having high, 
as compared to low social support was negatively associated with elevated 
depressive symptoms (aOR=0.3; 95% CI: 0.2, 0.5).  
Table 3 conveys results from stratified analyses for African-Americans  
and Whites.  The odds of elevated of depressive symptoms were lower for 
employed African-Americans than their unemployed counterparts (aOR=0.3; 
95% CI: 0.1, 0.6). This relationship was similar, yet less precise among Whites.  
Being out of the workforce was associated with higher odds of depressive 
symptoms for both groups. An association between income and depression 
was found for Whites. Whites with a household income of 35k or more had 
lower odds of elevated depressive symptoms than did low-income Whites 
(aOR=0.3; 95% CI: 0.1, 0.8). This relationship was similar, but less precise for 
African Americans.  The odds of depression among African-American respon-
dents who were married or living as such were lower relative to the odds 
for their never married counterparts (aOR= 0.3; 95% CI: 0.1, 1.0). However, 
Whites who were married (aOR=1.4; 95% CI: 0.6, 3.3) and previously married 
(aOR=1.7; 95% CI: 0.8, 3.6) had greater odds of elevated depressive symptoms 
than their non-married counterparts.  African-Americans 45-59 years of age 
had odds of depressive symptoms three times higher than 18-29 year olds 
(aOR=3.5; 95% CI: 1.5, 8.1).
Associations between the religion variables and depressive symptoms 
were similar for both racial/ethnic groups. Compared to those who prayed 
infrequently, those who prayed frequently were more likely to report elevated 
depressive symptoms (aOR=2.1; 95% CI: 0.8, 5.5 for African Americans, and 
aOR=1.4; 95% CI: 0.7, 2.9 for Whites). On the other hand, those who reported 
frequent church attendance, compared to infrequent attendance,  had lower 
odds of depressive symptoms (for African-Americans  aOR=0.8; 95% CI: 0.5, 
0.6 and Whites aOR=0.5; 95% CI: 0.3, 1.1). 
Both African-Americans (aOR=0.4; 95% CI: 0.2, 1.4) and Whites (aOR=0.3; 
95% CI: 0.1, 0.5) reporting high social support had lower odds of elevated 
depressive symptoms than counterparts with low social support. 
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Variable       n          % Unadjusted Model 1 Model 2
Depressed OR (95% CI) Adjusted OR Adjusted  OR
(95% CI) (95% CI)
Race
  White 595 13.6 1.0 (ref ) 1.0 (ref ) 1.0  (ref )
  African American 849 8.6 0.6 (0.4,0.9) 0.7 (0.5,1.2) 0.8 (0.6,1.3)
Education
  < High school 685 14.5 1.0 (ref ) 1.0 (ref ) 1.0  (ref )
  High school  475 7.2 0.5 (0.3,0.7) 0.7 (0.5,1.2) 0.8 (0.5,1.4)
  College 227 7.9 0.5 (0.3,0.9) 0.8 (0.5,1.6) 0.9 (0.5,1.7)
  Graduate school 55 5.5 0.4 (0.1,1.1) 0.8 (0.2,3.7) 1.0 (0.2,4.4)
Employment
 Unemployed 383 13.3 1.0 (ref ) 1.0 (ref ) 1.0 (ref )
 Out of workforce 407 18.7 1.4 (1.0,2.1) 1.5 (0.9,2.4) 1.5 (0.9,2.5)
 Full/part time                   
    employed  
634 3.8 0.3(0.2,0.4) 0.4 (0.2,0.7) 0.4 (0.2,0.7)
Income
 <15K 597 15.1 1.0 (ref ) 1.0 (ref ) 1.0 (ref )
 15-34.9K 372 8.6 0.6 (0.4,0.8) 0.8 (0.5,1.2) 0.8 (0.5,1.3)
 >35K 286 3.9 0.2 (0.1,0.4) 0.4 (0.2, 0.8) 0.5 (0.2,0.7)
Marital status
 Never married 741 9.5 1.0 (ref ) 1.0 (ref ) 1.0 (ref )
 Divorced/separated/ 422 14.5 1.6 (1.1-2.3) 0.9 (0.6,1.5) 0.9 (0.6,1.6)
 widowed
 Married/living as 270 7.8 0.8 (0.5,1.3) 0.6 (0.3,1.0) 0.6 (0.4,1.2)
Age
 18-29 379 6.9 1.0 (ref ) 1.0 (ref ) 1.0 (ref )
 30-44 547 10.2 1.6 (1.0,2.6) 1.7 (0.9,3.0) 1.5 (0.8,2.6)
 45-59 389 15.9 2.5 (1.5,4.0) 2.6 (1.3,4.9) 2.3 (1.2,4.0)
  > 60 146 8.2 1.2 (0.6,2.4) 0.6 (0.2,1.5) 0.5 (0.2,1.2)
Gender 
 Female 801 12 1.0 (ref ) 1.0 (ref ) 1.0 (ref )
 Male 643 9 0.7 (0.5,1.0) 0.8 (0.5,1.2) 0.7 (0.5,1.0)
Prayer
 Infrequent 296 8.5 1.0 (ref ) 1.0 (ref )
 Frequent 1,143 11.1 1.3 (0.9,2.0) 1.7 (1.0,2.9)
Church attendance 
 Infrequent 754 13.5 1.0 (ref ) 1.0 (ref )
 Frequent 677 7.2 0.5 (0.4,0.7) 0.7 (0.4,1.0)
Social support 
 Low 688 16.9 1.0 (ref ) 1.0 (ref )
 High 751 5.1 0.3 (0.2,0.4) 0.3 (0.2,0.5)
Table 2. The association of sociodemographic and psychosocial characteristics with 
elevated depressive symptoms among participants in CHUP project (n= 1448).
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African Americans    n=851 Whites n=597
Variable         % Adjusted        % Adjusted
Depressed   OR (95% CI) Depressed OR (95% CI)
Education
  < High school 12.4 1.0 (ref ) 16.6 1.0 (ref )
  High school  5.2 0.7 (0.4, 1.3) 11.1 1.1 (0.5, 2.3)
  College 6.8 0.8 (0.3, 1.7) 10.1 1.3 (0.5, 3.5)
  Graduate school 8.7 1.3 (0.2, 9.5) 3.1 0.8 (0.1, 8.9)
Employment
  Unemployed 12.5 1.0 (ref ) 14.7 1.0 (ref )
  Out of workforce 16.8 1.6 (0.8, 3.1) 20.4 1.4 (0.7, 2.8)
  Full/part time   
  employed  2.9 0.3 (0.1, 0.6) 5.4 0.6 (0.2, 1.3)
Income
  <15K 11.1 1.0 (ref ) 21.0 1.0 (ref )
  15-34.9K 7.9 1.2 (0.6, 2.4) 9.5 0.5 (0.2, 1.1)
  >35K 3.7 0.8 (0.3, 2.1) 4.0 0.3 (0.1, 0.8)
Marital status
 Never married 8.9 1.0 (ref ) 11 1.0 (ref )
 Divorced/separated/ 11.4 0.6 (0.3, 1.3) 17.2 1.7 (0.8, 3.6)
   Widowed
 Married/living as 3.3 0.3 (0.1, 1.0) 11.6 1.4 (0.6., 3.3)
Age
 18-29 5.6 1.0 (ref ) 9.3 1.0 (ref )
 30-44 8 1.8 (0.9, 3.9) 13.9 1.0 (0.4, 2.6)
 45-59 13.7 3.5 (1.5, 8.1) 18.8 1.2 (0.4, 3.2)
 > 60 5.8 0.7 (0.2, 3.4) 9.6 0.3 (0.1, 1.2)
Gender 
 Female 10.2 1.0 (ref ) 14.5 1.0 (ref )
  Male 6.7 0.7 (0.4, 1.3) 12.5 0.9 (0.5, 1.7)
Prayer
 Infrequent 4.8 1.0 (ref ) 11.2 1.0 (ref )
 Frequent 9.2 2.1 (0.8, 5.5) 14.5 1.4  (0.7, 2.9)
Church attendance 
 Infrequent 10.6 1.0  (ref ) 16.3 1.0 (ref )
 Frequent 6.7 0.8 (0.5, 1.4) 8.5 0.5 (0.3, 1.1)
Social support 
 Low 13.7 1.0 (ref ) 20.5 1.0 (ref )
 High 4.8 0.4 (0.2, 0.6) 5.5 0.3 (0.1, 0.5)
Table 3.  Elevated depressive symptoms by race and covariates 
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Discussion
This study of elevated depressive symptoms attempted to reduce pos-
sible confounding of race and socioeconomic status by deliberately sampling 
adult African-Americans and Whites residing in two adjacent census tracts 
who share similar SES and other socio-environmental conditions. Consistent 
with previous research, Whites were more likely than African-Americans to 
report elevated depressive symptoms. This apparent racial/ethnic difference 
in elevated depressive symptoms was reduced by other factors, especially 
psychosocial variables. Many of these associations were more robust among 
African-Americans than Whites, however.  A number of demographic factors 
have been associated with elevated depressive symptoms. As hypothesized, 
gainful employment was associated with a reduced occurrence of elevated 
depressive symptoms among African Americans. Contrary to media portray-
als, in the absence of elevated depressive symptoms, African-Americans 
might pursue and maintain a job more so than their White counterparts.  
Alternatively, being employed may buffer African-Americans from experienc-
ing depression.
Consistent with previous research, marriage appeared to be inversely 
associated with occurrence of depressive symptoms among African Ameri-
cans. Marriage can provide a degree of economic, financial and/or social 
stability that buffer against prolonged negative mood. This was not the case 
for Whites. Age also emerged as a significant covariate for African Americans.  
Middle aged respondents (45-59 years of age) were more likely than younger 
participants to report elevated depressive symptoms. Persons in this age 
range are in their generative years and have associated family and work-re-
lated roles. Further research is needed to explore possible mechanisms that 
inform these associations.  
Greater household income was associated with lower occurrence of 
depressive symptoms, especially for Whites.  This is particularly relevant since 
this study analyzed this association in African-Americans and Whites with sim-
ilar socioeconomic backgrounds.  Women in this study did not report greater 
levels of depressive symptoms than men.
Religiousness and social support have been construed as cultural resourc-
es that might help explain racial/ethnic differences in depressive symptoms. 
More frequent religious practices and higher levels of social support may 
suggest the cultural primacy of these dimensions among African Americans. 
However, similar patterns of association with depressive symptoms emerged 
for African-Americans and Whites.  As in other studies, the more social sup-
port participants perceived, the less likely they were to have elevated depres-
sive symptoms. These findings were anticipated. Surprisingly, the associations 
of religious variables with depressive symptoms were not robust. The positive 
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relationship between prayer and depressive symptoms may reflect the use of 
prayer as a coping mechanism. Attending church likely reflects the absence 
of impaired functioning. More insight is needed into the association between 
religion and depression, especially among African-Americans. 
Limitations
The most important limitation of this study is that its cross-sectional 
nature prohibits casual inferences.  For example, it is possible that the associa-
tion between prayer and elevated depressive symptoms is related to cop-
ing mechanisms once depression symptoms are prominent, rather than an 
indication that frequent prayer increases the risk of depression.  
 Incomplete specification of a conceptual model also limited the study.  
Most notably, the models in the present study did not adequately consider 
the intersection of depression, anxiety and stress, which often co-occur 
(Reiger, Rae, Narrow, Kaelber & Schatzberg, 1998). In addition, stress/anxiety 
may be the primary mechanism through which demographic and other fac-
tors contribute to depressive symptoms. Further longitudinal data collection 
efforts are warranted in this area.
In addition, several analyses were statistically underpowered given the 
distribution of demographic and psychosocial characteristics in relation to 
elevated depression symptoms. Finally, future work might also examine more 
closely depressive symptoms and the implications of prayer and specific 
forms of social support for daily functioning and the utilization of health 
services.  Attention should also be given to the need of a developmental 
perspective in the study of personal and contextual factors. 
 33
Ennis, N., Hobfoll, S.E., & Schroder, K.E.E. (2000). Money doesn’t talk, it swears: 
How economic stress and resistance resources impact inner city women’s 
depressive moods. American Journal of Community Psychology, 28, 149-
173.  
Griffith, D.M., Moy, E., Reischl, T.M. & Dayton, E. (2006). National data for moni-
toring and evaluating racial and ethnic health inequities: Where do we go 
from here? Health Education and Behavior, 33, 470-487.   
Jackson, P.B. & Stewart, Q.T. (2003). A research agenda for the black middle 
class: work stress, survival strategies, and mental health. Journal of Health 
and Social Science Behavior,  44, 442-455.
Kessler, R.C., Bergund, P., Demler, O., Jin, R., Koretz, D., Merikangas, K.R., Rush, 
A.J., Walters, E.E., & Wang, P.S. (2003). The epidemiology of major depres-
sive disorders: Results from the National Comorbidity Survey Replication 
(NCS-R). Journal of the American Medical Association, 289, 3095-3105.
Kroenke, K., Spitzer, R.L., & Williams, J.B.W. (2001). The PHQ-9: Validity of a brief 
depression severity measure. Journal of  General Internal Medicine, 16, 
606-613
Mander, A. & Clayton, D. (1999). Hotdeck imputation. Stata Technial Bulletin, 
51, 32-34.
Miech, R.A. & Shanahan, M.J. (2000). Socioeconomic status and depression 
over the life course. Journal of Health and Social Behavior, 41, 162-177.  
Miller, D.K., Malmstrom, T.K., Joshi, S., Anderson, E.M., Morley, J.E. & Wolinsky, 
F.D. (2004). Clinically relevant levels of depressive symptoms in commu-
nity-dwelling middle aged African Americans. Journal of the American 
Geriatrics Society, 52, 741-748.  
Neighbors, H.W., Jackson, J.S., Bowman, P.J., & Gurin, G. (1983). Stress, cop-
ing, and Black mental health: Preliminary findings from a national study. 
Prevention in Human Services, 2, 5-29.
Plant, E.A., Sachs-Ericsson, N. (2004). Racial and ethnic differences in depres-
sion: The role of social support and meeting basic needs. Journal of Con-
sulting and Clinical Psychology, 72, 41-52.  
Prause, J. & Dooley, D. (2001). Favorable employment status change and 
psychological depression: A two year follow-up analysis of the National 
Longitudinal Survey of Youth. Applied Psychology: An International Re-
view. 50, 282-304.   
Reiger, D.A., Rae, D.S. Narrow, W.E., Kaelber, C.T. & Schatzberg, A.F. (1998). Prev-
alence of anxiety disorders and their comorbidity with mood and addic-
tive disorders. British Journal of Psychiatry. 173 (Supplement 34), 24-28.   
Elevated Depressive Symptoms in African Americans and Whites  •  Jagers et al.
34 Journal of Health Disparities Research and Practice  •  Vol. 2, No. 1  •  Fall 2007
Riolo, S.A., Nguyen, T.A., Greden, J.F., King, C.A. (2005). Prevalence of depres-
sion by race/ethnicity: Findings from the National Health and Nutrition 
Examination Survey III. American Journal of Public Health, 95, 998-1000.
U.S. Department of Health and Human Services (2001). Mental health: Culture, 
race, and ethnicity – a supplement to Mental Health: A report of the Sur-
geon General. Rockville, MD: DHHS.   
Williams, D.R. (2000). Race, stress, and mental health. In C.J.R. Hogue, M.A. 
Hargraves, & K.S. Collins (Eds.), Minority Health in America: Findings and 
Policy Implications from the Commonwealth Fund Minority Health Sur-
vey. Baltimore: Johns Hopkins University.
Wilson, C.M. & Williams, D.R. (2001). Mental health of African Americans. In: 
Hogue CJR, Hargraves MA, Collins KS, eds. Minority Health in America: 
Findings and Policy Implications from the Commonwealth Fund Minority 
Health Survey. Baltimore, MD: The Johns Hopkins University Press;  370.
Zhang, A.Y. & Snowden, L.R. (1999). Ethnic characteristics of mental disorders 
in five U.S. communities. Cultural Diversity and Ethnic Minority Psychol-
ogy, 5, 134-146. 
Acknowledgements
Support for this research was provided by grants from the National Center 
for Minority Health and Health Disparities (P60-MD002217-01) and Pfizer 
Pharmaceuticals.
Robert J. Jagers, Center for Health Disparities Solutions, School of Public 
Health and Policy, Morgan State University
Fernando A. Wagner, Center for Health Disparities Solutions, School of 
Public Health and Policy, Morgan State University
Pamela E.  Scott-Johnson, Center for Health Disparities Solutions, Depart-
ment of Psychology,  Morgan State University
Yan Wang, Center for Health Disparities Solutions, School of Public Health 
and Policy, Morgan State University
Dorothy C. Browne, Center for Health Disparities Solutions, School of Pub-
lic Health and Policy, Morgan State University
